This form may be completed online, printed and mailed to the address listed below. Office Use Onl y

07/ 04 Ti ne:

Test Score:

NURSE Al DE WRI TTEN EXAM NATI ON SELF- REG STRATI ON FORM

Pl ease nake sure you indicate the city and date you wish to take the exam fromthe Schedul e of
State Exans. Please return this formto: Departnent of Health & Human Services Regul ati on and
Li censure, Credentialing Division, PO Box 94986, Lincoln, NE 68509-4986 or Fax to 402-471-1066.
|f the examdate is scheduled within the next two weeks, please fax this registration form
Confirmation of registration and tinme of examw || be by letter or tel ephone call. (If faxing,
pl ease cogy on white paper as the orange paper does not fax well.) Please call our office at
402-471-4364 if you don't receive confirmation of your registration.

EXAMINATION SITE: EXAMINATION DATE:
) Name SS #: Dat e of (Leave Bl ank)
(First, M Initial, Last) Birth
Honme MaiTing Address Gty
( )
State Zip Hone Tel ephone #

www. hhs. state. ne. us/crl/nursing/na/ 75wit. pdf



